Objectives-To monitor the implementation of a programme of health surveillance for preschool children and measure its effect on child health.
Introduction
In 1986 agreements made in Northumberland health district about the principles and content of a health surveillance programme for preschool children were reported.' The agreements had arisen from discussions with every practice, clinical medical officer, and health visitor in the district. They were similar in principle and content to the recommendations given in Health for All Children,2 which was written after discussions between representatives ofthe Royal College ofGeneral Practitioners, the Health Visitors Association, the British Paediatric Association, the General Medical Services Committee of the BMA, and the Royal College of Nursing.
The agreements made in Northumberland have been implemented for four years. We report the results of their implementation and hope that they will be useful to district health authorities and family practitioner committees planning their own programmes for surveillance -programmes that will have to be adopted by general practitioners who seek remuneration under the proposed changes in their conditions and services. ' 
Methods

AGREEMENTS FOR HEALTH SURVEILLANCE
The main agreements made in Northumberland district have been reported before.' Briefly, health surveillance was divided into three components (education, screening, and assessment of problems) and was the responsibility of the primary health care team-namely, the family doctor, health visitor, and clinical medical officer. It was agreed that:
(1 primary health care teams and regular reporting back of data must be an intrinsic part of the programme.
APPROACH TO EVALUATION
It is impossible to evaluate all aspects ofa surveillance programme: some aspects are difficult to assess, and collecting all relevant data is time consuming and expensive. It is important, however, to begin the process ofevaluation and to build on this as information systems start to run smoothly. The box gives some examples of data that can be collected to evaluate surveillance. We collected data on immunisation uptake, screening tests, average age at diagnosis of congenital deafness, and average age at which therapy was given to children with cerebral palsy or special educational needs. Data were obtained from Northumberland's births, immunisation, and preschool surveillance database and its register of children with special needs.
Some Table II shows the average age at which physiotherapy was started for children with cerebral palsy and table III the ages at which help was offered to children who became the subject of a statement of special educational need before they were aged 6. It is too early to relate these changes to the new agreements, but the data reported illustrate the information systems that must be set up at the outset of the programme.
Discussion
The main reason why the health surveillance of preschool children in the United Kingdom is so disorganised is that its effect has never been evaluated. Little scientific evidence exists to justify many of the activities undertaken and few data are available to indicate whether surveillance programmes reach the whole child population or lead to improved iealth.
The evidence presented here shows that the primary health care teams in Northumberland district have done what they agreed to in 1986' and that the programme of surveillance is being delivered to over 90% of children. Further, there is evidence of improving health, as judged by better immunisation uptake and earlier recognition and treatment of impairments.
Small difficulties associated with the content of the programme, professional disputes, and accuracy of data have been easily resolved because the agreements were sought, not imposed; disputes were resolved by the primary care team itself, not by directives from managers or the family practitioner committee; and data were stored and analysed on a local computer system so that they could be reported at a rate and in a manner that is meaningful and flexible and, when necessary, could be tailored to the needs of an individual practice.
A striking improvement in immunisation uptake occurred in Northumberland during the study, probably because data on uptake were collected and reported back to primary health care teams. Comparable improvements did not occur in the rest of the region. The improvements in the number of children being screened showed a similar influence of feedback. The fall in the average age at which deafness was diagnosed also seems to have occurred as a result of the introduction of the agreements for surveillance and reporting back of data. Thus evaluating the surveillance programme by monitoring its effectiveness and reporting this back to primary care teams itself improves child healih.
The study provides probably the first evidence that the rec6mmendations given in Health for All Children work in practice and improve health. We urge family practitioner committees and district health authorities to make Health for All Children the basis for their surveillance programmes.
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4U-Although surveillance programmes may need to vary a little between districts to take account of local needs, there are several advantages in a core programme: the training of doctors and nurses could be standardised across the country, the surveillance of children who moved to another health district would not be affected, and primary health care teams who look after children from more than one health district would not have to vary their programme to suit the child's district of residence. 
